usually performed if the initial glucose value was less than 20 mg./100 ml. or if suggestive symptoms developed later. The heel was rubbed, but not otherwise warmed, and the interval between sampling and feeding varied. Blood glucose was estimated by a modification of the method of Watson (1962) , and hypoglycaemia was diagnosed if the level was less than 20 mg./100 ml.
Several conditions predispose to hypoglycaemia, and these underlying conditions rather than the hypoglycaemia itself may be responsible for symptoms. A further analysis was, therefore, undertaken of those infants with conditions known to predispose to hypoglycaemia, and the incidence of symptoms in hypoglycaemic and non-hypoglycaemic babies was compared within each group. The five groups were as follows: infants of diabetic mothers; infants with respiratoiy distress syndrome (RDS); anoxic infants (Apgar score 0-3); premature infants (less than 37 weeks' gestation); and infants of low birthweight for gestational age (more than 36 weeks but less than 2 * 5 kg., 33-36 weeks but less than 1 * 5 kg., [28] [29] [30] [31] [32] weeks but less than 1 kg.). The relation of this classification to the intrauterine growth curves of Lubchenco et al. (1963) For significance at p-005, x2 = 3*841.
Some of the 1000 infants fell into none of these groups while others fell into, and are therefoie included in, more than one group.
Results
Of the 1000 infants, 148 had one or more blood glucose levels of less than 20 mg./100 ml., and of these, 128 were born in the Cardiff Matemity Hospital. The incidence of hypoglycaemia was therefore 148% among admissions to the special care unit or 1 -7% of total live births in the hospital.
The age of onset of hypoglycaemia was accurately recorded in 114 of 148 infants, and was within the first 24 hours of life in 97 (85%).
Among infants with proven hypoglycaemia 60-1 % were recorded as showing symptoms, compared with 52 9% in infants without hypoglycaemia. The difference in incidence is not significant (x2 = 2X632; p = > 0-05). Table I compares the incidence of symptoms in infants with and without hypoglycaemia when they are subdivided according to certain factors known to predispose to hypoglycaemia. In no instance was there a significant difference in the incidence of symptoms at the p = 0 05 level, though this was almost attained in anoxic infants (x2 = 3*409; p = <0-10: > 0-05).
There were 22 deaths among the 148 infants with hypoglycaemia (14 9%), and 124 deaths among the 852 infants without hypoglycaemia (14-6%). The death rates were thus the same in the two groups.
Necropsy records were available for 20 of the 22 infants with low blood glucose levels who died, and are summarized in Table II The present paper has shown that this expected increase does not occur, despite the fact that the method of selection of the infants studied favours such an association, for while all symptomatic infants would be admitted to the special care unit, asymptomatic infants with hypoglycaemia might be left undiagnosed in the main nurseries.
When infants of diabetic mothers, anoxic infants, prematures, infants with RDS, and infants of low birthweight for gestational age were studied separately, no statistical preponderance of symptoms occurred in those with hypoglycaemia as compared to those without hypoglycaemia, though this was almost achieved in the anoxic group.
Thus, in the majority of infants, symptoms are seemingly unrelated to the presence of hypoglycaemia, and it follows that many infants do not develop symptoms despite glucose levels of less than 20 mg./100 ml.
This apparent resistance of the newborn to low glucose levels has been commented on by several workers (Hartmann and Jaudon, 1937; McKittrick, 1940; Norval, Kennedy, and Berkson, 1949; Haworth and Ford, 1960; Baird and Farquhar, 1962; Yu et al., 1965) , and various explanations have been proposed. Stur (1964) suggested that the glucose values of blood obtained by heel stab were falsely low due to peripheral stasis, but Cornblath, Levin, and Gordon (1956) have shown that heel-prick blood has a 'true' sugar content similar to that of femoral artery blood. The findings of Edwards (1964) in calves and of Scopes (1964) in babies suggest a resistance of the brain of the neonate to hypoglycaemia, dependent upon its ability to metabolize lactate, symptoms being absent as long as the lactate level is adequate. It is, therefore, probable that the infant's resistance is in some way dependant on the biochemical and metabolic environment, which is rapidly changing during the neonatal period.
While the present statistical analysis shows that in the majority of infants symtoms are unrelated to hypoglycaemia, in one case (Case 4, Table II), it is possible that the hypoglycaemia was the underlying cause of death. Shelley and Neligan (1966) demonstrated that in a small proportion of cases hypoglycaemia was the cause of symptoms, and emphasized the importance of the diagnostic therapeutic test with a large dose of glucose (1-3 g.) intravenously. The incidence of such 'true' symptomatic hypoglycaemia is low, 2 per 1000 total births (Neligan, Robson, and Watson, 1963) , 2 9 per 1000 total births (Cornblath, 1967) , and 1 3 per 1000 term births (Zetterstrom, 1963 ), compared to the over-all incidence of infants with both hypoglycaemia and symptoms of 10 1 per 1000 in the present series, and a total incidence of hypoglycaemia (with or without symptoms) of 17 per 1000 live births. Anderson, Milner, and Strich (1966) , on the basis of 2 cases, imply that the finding of hypoglycaemia in the neonate is of serious import and that urgent therapy is required. The results of the present investigation serve to place these findings in perspective. While a diagnostic therapeutic test is indicated, especially if anoxia has occurred, the treatment of every infant with a blood glucose of less than 20 mg./100 ml. seems unnecessary, and if the umbilical vein is used, therapy may be harmful (Scott, 1965; Sanerkin, Edwards, and Jacobs, 1966) . Summary Studies were made of 1000 newborn infants admitted to a special care nursery. Hypoglycaemia (blood glucose level below 20 mg./100 ml.) was frequently found when looked for routinely (17/1000 live births). When infants with and without hypoglycaemia were compared, the incidence of symptoms did not differ significantly between the groups, and the death rates were identical.
In those hypoglycaemic infants who died, an acceptable cause of death other than the hypoglycaemia was established, with but one possible exception.
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